The amount of older patients who are discharged from hospitals while continuing to need care is increasing in Norway. The transition between different care services has the potential for high rates of medication errors, incomplete or inaccurate information transfer, and lack of appropriate follow-up care. Thus, insight into the transition process is vital to understanding the complexity and vulnerability the patients are exposed to in this process. The aim of this phenomenological hermeneutic study was to describe and illuminate the lived experiences of older home residents during the transitions from hospital to home. Data were collected through narrative interviews, and an interpretation analysis based on a method developed by Lindseth and Norberg was conducted. Two themes and four subthemes, closely related to each other emerged from the structural analysis of the text: The theme "Relating to different systems of care" with the two subthemes "feeling disregarded" and "being humble"; and the theme "Adapting to life conditions" with the two subthemes "feeling vulnerable" and "coping with alterations". The older people miss being seen as human beings as well as patients during the transition process. Despite the lack of information and participation in the transition process, they were grateful and humble to the systems of care they were a part of. This, however, also encompassed rejections of own needs. It is urgent that health care professionals focus on the older person's individual needs and preferences. This means that care must be considered from the perspectives of the older person's biographical as well as medical history, and the complexity of the situation.
Introduction
The amount of older patients who are discharged from hospitals while continuing to need care is increasing in Norway [1] . This is, among other things, a result of the Coordination Reform [2] which took effect in January 2012. The reform emphasizes that older patients should be discharged to their home municipalities as quickly as possible after treatment in the specialist health services [2] . Older patients are often burdened with complex medical and social needs and are at great risk of rehospitalisation [3] . Furthermore, the transition between different care services has the potential for high rates of medication errors, incomplete or inaccurate information transfer, and lack of appropriate follow-up care [4] . Hence, these kinds of transitions are exchange points that expose chronically ill people to lapses in quality and safety [5] .
From a transition perspective, one major goal in nursing is to facilitate healthy transition processes and prepare and help the patient to meet challenges [6] . Thus, knowledge of various aspects of the transition process is vital. To recognise and meet the patient's needs in the best and most professional way, it is important to gain insight into their own experiences with the transition. Such insight is also essential to realize ambitions described by the Ministry of Health and Care Services in several reports [2] [7] . The reports stress the significance of supporting the patient to participate actively in health care decision making. Likewise, the reports maintain the importance of respect and empathy as well as the patient's right to determine her or his own ends. Similar ideals are embedded in the framework for the humanisation of care developed by Galvin and Todres [8] . Advocating humanisation of care means supporting the person's uniqueness and dignity in care and greater patient choice.
Recent research regarding the topic of this study has mainly focused on hospital discharge of older patients, and readmission and return to the hospital [3] [9]- [13] . These studies have pointed out that information and communication between the health care providers and patients and their family caregivers is vital. In a study of older home resident's experiences with the transition from self-supported to supported living, Hvalvik and Reierson [14] state that insight into the transition process is vital to understanding the complexity and vulnerability the patients are exposed to in this process. Foss and Hofoss [15] concluded in a study of older hospital patients' discharge experiences that the actual practice of involving the patients in the discharge process was not well developed. These findings were supported by Foss et al. [16] , who also indicate major shortcomings in participation, information and education in the discharge process. In a study of factors predicting successful post-discharge outcome, Bragstad et al. [17] found that having someone at home upon return from the hospital and during formal home care services was significantly associated with patient-reported success in managing own health.
In short, these studies are important for conceptualising discharge challenges and demonstrate the necessity of additional research that focuses on the transition from hospital to home. The present study aims to describe and illuminate the lived experiences of older home residents with continuing care needs during the transition from hospital to home.
Methods
The study has a phenomenological hermeneutic design. Accordingly, the epistemological approach is embedded in phenomenological and hermeneutic philosophy, explicated by Dahlberg, Dahlberg, & Nystrøm [18] as a reflective life world approach. In this approach the focus on how the world with its everyday phenomena is lived, experienced, acted and described by humans, is fundamental [18] . Thus, our goal is to grasp the meaning of the phenomena and describe and illuminate them in ways that expand our understanding of humans.
Participants
A purposive sampling method based on the following inclusion criteria was used to recruit participants:
• patients were 67 years or more, • were cognitively able to give consent, • had been discharged from hospital the last 2 -8 weeks, and received home care after returning home Home care offices in two municipalities in southern Norway were informed about the study and asked if they were willing to participate and cooperate in participant recruitment. Ten participants were recruited by the home care offices and further contacted by the researchers. Due to worsening illness, three participants withdrew prior to the interviews. The seven remaining participants consisted of two men and five women. (Further characteris-tics of the participants are described in section 3.2).
Data Collection
Individual narrative interviews were conducted by both authors. The interviews took place in the participants' homes during spring/autumn 2014 and lasted about one hour. They were audio taped and transcribed verbatim by the researchers. The participants were encouraged to communicate as freely as possible about how they experienced to be discharged from hospital and to return home and start or continue with homecare. They were asked to talk about negative as well as positive experiences and to expand or explain their understandings. As for example: "You say that you were confused when you were discharged, can you tell me a bit more about this?" Both researchers were also well seasoned nurses and had a basic understanding of the phenomenon under investigation. They had discussed and reflected upon the subject before and during the interview process, trying to uncover and broaden their preconceptions, and to maintain an open and flexible attitude in the interview situation [19] .
Data Analysis
A phenomenological-hermeneutic approach was used to understand and interpret the meaning of the lived experiences as narrated by the older persons in this study. The method was developed by Lindseth and Norberg [18] and grounded in the philosophical assumptions of Paul Ricoeur [20] . The method comprises the following three stages: 1) naïve reading, which is a concept used specially in this method, is the phase where the interpreter seeks to grasp an initial understanding of the text as a whole; 2) structural analysis, which includes confirmation of the initial understanding of the naïve reading through several examinations of the parts in the text formulated as themes and subthemes; and 3) comprehensive understanding, which is an in-depth interpretation. On this stage the text is read once again as a whole and further reflected on in light of the interpreter's pre-understanding, the results emerging from the naïve reading and the structural analysis, and relevant literature to achieve a deeper understanding of the text [18] .
Following these stages the researchers read the text several times to understand it as a whole and then formulated a naïve understanding of the interview texts. Stage 2 was executed as a thematic structural analysis. The text was further divided into meaning units and reflected on in relation to the naïve understanding. The meaning units were condensed to grasp what the text talked about. The meaning units were related and rephrased and subthemes and themes were identified and formulated. During the analyzing process, the two researchers worked both separately and together. They formed the final subthemes and themes together and validated them by comparing them with the naïve understanding. Finally a comprehensive understanding was formulated based on reflections on the text, the naïve understanding, and the themes in association with the aim and the context of the study. In this interpretation process the preunderstanding cannot be set aside and therefore constitute an essential condition for the dialogue with the text [18] [19].
Ethical Considerations
The study was implemented in accordance with the Declaration of Helsinki [21] . Study approval was obtained through the Regional Committees for Medical Research Ethics, South East Norway (2013/2046 sør-øst B). Formal access to the field was made through the municipal authorities. Leaders, health care professionals, and participants were informed verbally and in written form about the study. The participants were informed at least twice, and their legal rights were repeated prior to each interview and before they signed the consent form [22] .
Results

Naïve Reading (the Initial Understanding of the Text)
Being an older patient in transition from hospital to home means to experience lack of involvement in the transition process and to miss communication with significant health professionals at the hospital and in the home care. As a result the older patient feel invisible and also uncertain of own health condition. However, the older patient accept the situation without complaints. During the transition process the older patient experiences that life conditions are changed. Having to cope with these changes makes the older person vulnerable and chal-lenges her or him in different ways.
Structural Analysis
Two themes and four subthemes, closely related, emerged from the structural analysis of the text. The themes reflected the meaning of the older patients lived experiences during the transition process from hospital to home as narrated by them. The two men in the sample were more than 80 years old and lived with their spouses. Four of the women were in their eighties. One of them lived together with her spouse; three of them were widows or lived alone. One woman was in her seventies and lived alone. They had been hospitalised for acute disease or injury, or exacerbation of chronic disease. Some of them had received home care before hospitalisation, while others started home care after returning home. Although distinct variations, the following themes and subthemes were generally valid for the participants: "Relating to different systems of care", with the two subthemes "feeling disregarded" and "being humble"; and "Adapting to life conditions" with the two subthemes "being vulnerable" and "coping with alterations". An overview of the themes and subthemes is shown in Table 1 .
Relating to Different Systems of Care
This theme reflects the older person's endeavours to relate to the various caring systems during the transition from hospital to home. These endeavours were characterized by feeling disregarded and also of being humble in relationships with health care professionals.
Feeling disregarded means experiencing uncertainty, worries and unmet needs. Older people are challenged by consequences related to their medical condition without feeling sufficiently prepared to deal with them. During the transition they endeavour to adapt to various health care settings and professionals in order to cope with the situation. Being in the hospital means that they are in a context where they expect to be treated and receive help for their illnesses and medical problems. Frail, but still returning to continue life in their own homes, it is crucial that they are familiar with their medical condition and prepared to deal with its consequences in a best possible way. Although the participants appreciate and recognise the medical treatment they are given at the hospital, they feel they have questions and needs that remain unmet. They also have the feeling of being left alone most of the time. This makes them disappointed and frustrated, and they are worried about how to deal with their health problems after discharge. An older person who had been exposed to a severe leg injury stated:
I thought it was very strange that I was discharged, as I hadn't had the opportunity to try to walk on my foot. So far I had used a wheel chair, and then suddenly I was sent home! I was so frustrated! I had expected to exercise as well as to be informed about how to further regain my function. And the only thing I got was a brochure with exercises (…) Another mentioned that: "They just give me oxygen; that's it. (…) I'm not satisfied with that. They should have explained things better, and examined me better." The narratives demonstrate that older people also leave the hospital without a final talk with the doctor or other health care professionals at the hospital. This is described as a loss as they expect the discharge to give them an opportunity to ask questions and receive information about their health status and further precautions.
After having returned home, the older person experience that health care professionals in the municipality seldom are interested in the diagnosis or in the treatment they have received, nor in their hospital stay as such. This represents concerns about whether they get the right follow-up and necessary help after the hospital stay. According to one older person: Experiencing this lack of interest and also neglects of their medical history makes the older patients upset and worried. One of them told:
They don't know what the patient has gone through. "Oh, Jesus", the nurse said to me. "Have you got a pacemaker?" All those who have anything to do with you should know your medical history!
The narratives indicate that the health care professionals, both at the hospital and in the home care, perform their tasks without having the older person's specific needs in focus. Furthermore, they show different foci and ambitions between the two systems of care. At the hospital the care is oriented towards illness and medical treatment, and in the home care it is oriented towards the patients' daily functioning. This threatens the older person's sense of coherence in the transition process. Experiencing this inconsistence is stressful and generates uncertainty and concerns of how to deal with the situation.
Being humble reflects the participants' attitudes towards the systems that they are part of in the transition process. Being humble means to accept unpredictability and not being involved. These attitudes are included in the stories related to the discharge process, which usually comes as a surprise to the older people, indicating their lack of involvement in the transfer process prior to returning home. One participant described: "After the doctor's visit the nurse said to me, 'You are lucky, Mrs. Smith, you may leave the hospital today!'" Although not feeling ready to leave, they seem to accept to be discharged without further discussion. Another participant expressed: "I wish I could have stayed one more week, but of course I cannot. They say I should go home, so I should, huh?"
Being humble means accepting care conducted or arranged without the older person's consent. Reflecting on her return home, one participant with some special needs narrated:
The first days after I arrived to my home, they said that I had to have a commode in the living room. This was very hard for me. I had to promise not to go to the toilet, and I tried to be obedient, as I know they feel responsible. Nevertheless, I really struggled, I got wet, and my bed and my clothes got wet. So I thought, "now I'm going to break my promise. I just can't bear this situation". Why couldn't I have got more time at the hospital?
The discharge summary, i.e. the document that follows the patient from hospital back home, is merely perceived as a formality. The older people themselves do not understand the summary's contents, and nor do health care professionals offer any explanation to what it says. This seems to be quite natural and acceptable for the older patients. One of them said: "I got some papers with me. However, there are so many weird words. I understand nothing. But I won't nag at them".
Being humble also means accepting a large number of nurses to relate to and interact with in the initial period after returning home. The narratives reflect that the participants consider this a disadvantage, however, they do not want to complain. The disadvantages are associated with the fact that the older people have to relate to nurses with various competencies, and with more or less knowledge of them as individuals, of their medical condition and history. This is perceived as exhausting and sometimes worrisome. The participants also notice that a large number of nurses increases the risk of communication failures and insufficiencies between the nurses. One older person said: "There's far too many of them! They forget to pass on important messages to each other. It really irritates me!" Furthermore, the participants adapt to irregular visits and busy nurses with limited time to attend to their preferences. Being humble thus means that the older persons have to suppress their own desires. As one older person mentioned, I would have loved to talk with them about my situation and about what happened to me at the hospital. However, when the first thing you hear is, "Oh, I'm so busy today!", you don't even suggest it! Being humble means that the older people do not want to impose requirements or critics. According to one participant, "They are doing their best. There's nothing wrong with them; it's the system".
Adapting to Life Conditions
This theme reflects challenges the older patients have to cope with in transition from hospital to home. Adapting to life conditions involves being vulnerable and having to cope with alterations.
Being vulnerable reveals the experiences of being ill, old and frail, and dependent on professional support. During the transition, older people find themselves in contexts that are more or less unfamiliar, and in need of help to various degrees. Their narratives describe desires to be understood, cared for and seen as both individuals and patients by the health care professionals, and thus reveal their vulnerability in the process. Being vulnerable includes to be sensitive to health care professionals, their attitudes and actions. One of the participants told the following about the first time she walked to the toilet herself at the hospital:
You know, they wanted me to stand up and go and to stop using the commode or wheelchair. I felt quite exhausted when I came to the bathroom. "And what do you use to do when finishing at the toilet", the nurse said. "I use to wipe myself", I said, quite unhappily. "Well, do it then", the nurse continued, "I'll wait for you outside!" Is that worthy for an old human being?
Being vulnerable means to be bewildered of how to deal with health related problems and symptoms as this underscores the older people's dependence and helplessness. The narratives indicate that they use various strategies to compensate for their lack of knowledge and mastery by assigning responsibility to next of kin, trivialising the situation, or by highlighting their own strength or faith in medicine. Three statements emphasize this:
Of course, it would be interesting to get an explanation of what happened with my heart. Anyway, I think it's strong and good. I only hope I won't have to experience that anxiety when I get home.
In fact, I got no information about the operation or advice on how to behave afterwards. However, I think it was a simple operation, and the doctors are very clever, so I'm thankful for the job they did.
They help me take a shower, so that's very all right! I try to manage the training myself. I'm happy to receive the help I get. I think about all those who have it worse than me. Poor people! Hence, being vulnerable includes having to strive to preserve self-respect and dignity in relation to the challenging circumstances that are incorporated in the transition from hospital to home.
Coping with alterations means having to cope with changes related to illness and health condition and an altered everyday life. The narratives demonstrate that the older people, especially when returning home from hospital, experience that conditions in their present lives are more or less altered. They have to relate to reduced bodily functions and pains. This force them to make adjustments in everyday life. Such adjustments may involve change of habits and activities. As this often makes them more dependent of family and friends, coping with alterations also means having to deal with changes in the relationship with significant others. As one participant said, "I could never have managed without my daughter. She has visited me every day after I returned home from hospital!" And another, "The home care is of great help, and my wife even more!"
Coping with alterations is also shown in the older people's stories related to changes in ordinary routines and surroundings. Although they find the help they receive from the home care nurses, as well as aids and technical equipment, being of great support in the situation, the same support also affect their lives in different ways. One participant told, I have got a hospital bed as well as a wheel-chair. They (the homecare) has really facilitated my life, so says my wife. But I must admit that I wish everything was as before!
Comprehensive Understanding
Older people in transition from hospital to home are characterised by being exposed as human beings as well as patients. At the hospital, they are visible as disease cases, but not involved as patients with special needs. Back home their hospital stay and medical history receive little attention, and care is mainly focused on their functions and daily needs. The older people supress their needs to be informed and to share information with the health care professionals. Accordingly significant needs remain unmet in the transition process. This decreases their abilities to cope with the situation and increases their dependency on significant others. Despite concerns and insecurity the older people endure the situation and are humble during the transition process. In these circumstances they adapt to life conditions meaning that they deal with vulnerability and adjust to alterations in life.
Discussion
The aim of this study was to describe and illuminate the lived experiences of older home residents with continu-ing care needs during the transition from hospital to home.
Older people in transition from hospital to home have to deal with several challenges and unmet needs during the transition process. They miss being seen as individuals with a personal as well as a medical history. In accordance with previous research focusing on older people in transition, this study shows that the patients wish to be involved and participate in the discharge process [9] [10] [15] [16] . Yet, lack of information and participation in the discharge process are reported in a range of studies [3] [11] [17] [23]- [25] , supporting the findings in the current study. However, although the patients missed information and the chance to being better prepared before discharge from hospital, the older persons in our study accepted their situation and were grateful for the treatment they received.
Several reports published by the Norwegian government [2] [7] [26] reflect ambitions for linking patient participation and user involvement to quality of care. These political documents are significant because they highlight care where patients are met as human beings and as patients with specific needs. The notion of being met as human beings in relation to care can also be associated with Galvin and Todres' [8] reflections on the term "humanisation". They claim that to be concerned with humanisation is to uphold a particular view or value of what it means to be human. Such a concern has to be translated into the more experiential issues of what practices can make people feel more human. The narratives in the present study indicate that the focus was on the older people's diagnosis, the medical treatment or functions and general needs, but not on them as human beings and individuals with specific needs related to their health condition. In the words of Galvin and Tordres' [8] , it appears that the older people were objectified, referring to objectification as a form of dehumanisation with a potential to neglect and devalue a basic human need [8] . Hence, objectification may have made the older people vulnerable as human beings as well as patients. As human beings they felt to a large extent invisible to the professionals, while as patients they perceived that their experiences and needs in the situation failed to be taken into account. Consequently, their particular needs to share and receive information remained unmet. This may have reduced the older person's ability to manage the situation in the near and also in the more distant future, and have influenced independency, health and wellbeing negatively.
The narratives in the study reveal an absence of dialogue between the older person and the health care professionals during the transition from hospital to home. Therefore the older people lacked insight, and understanding of their medical condition. This decreased their opportunities to influence and participate during the transition process. Rather, they had to adjust to the context they at all times were part of, accepting that uniformed decisions were taken on their behalf. Self-determination means that we have the right to participate in the planning and decisions regarding the treatment and care we receive. The absence of dialogue in care and support, reflected in the participants' narratives, suggests that such rights were not taken into account. Therefore, care seemed to be more determined by routines, habits and contextual factors in the various caring systems than by the older person's lifeworld and specific needs. However, they seemed to accept this situation with few reservations. The tolerance among older patients is described in studies related to the discharge process as well as to home care. Rydeman and Törnquist [27] found that older persons reacted with resignation and accepted their hospital discharge even though they did not feel prepared. This was particularly the case when they experienced that the professionals did not listen to them or they seemed stressed and overloaded. Hvalvik and Reierson [14] found that older home residents were extremely tolerant and flexible in the helping relation, including tolerating renunciations and denigrations of own needs. Hence, the health care professionals need to be aware of how procedures, attitudes and roles facilitate or impede the patient's ability to participate in decision making concerning care options and processes. Frail older people are particularly vulnerable and exposed to practices that render the person passive in relation to their condition and treatment. Galvin and Todres [8] claim that through excessive passivity one is stripped of human dignity to varying degrees and that this can be dehumanising. Subsequently, patient participation can be considered a target as well as a means to humanise the care and to promote a healthy transition. Successful participation presupposes, as Rydeman and Törnquist [28] suggest, that the patient's resources are carefully assessed and constitute a common basis and a starting point for the professionals to involve the patient in their treatment and care. In addition, the older person's narrative need to be included, as this captures how the illness and symptoms impact her or his life [29] .
To include older people's narratives means involving them as persons with their history and biography. This is vital in this context as transitions, according to Schumacher et al. [30] , must be viewed within the context of the older person's life. In the transition process changes in everyday life may be experienced, and meaningful activities may be threatened. The older people in the current study tried to re-establish their lives to a kind of new normality in the initial time after returning home. This included adapting to changes in their health condition and incorporating professional help and new routines into daily life. Our results indicate that the alterations made them vulnerable in several ways. It is vital for health care professionals to support older people in transition by helping them to cope with changes and challenges and maintain continuity in everyday life. Therefore, they need to understand the present situation in the context and coherence of past and future. Supporting the older person to connect to the familiarity of the past as well as to move into the unfamiliarity of the future means to support a sense of continuity in their lives [8] . This is crucial for helping the older person to master and find meaning in everyday life, and to care for her or him in a healthy and humanising way.
Conclusion
Our findings suggest that the older people were challenged as human beings as well as patients during the transition between hospital and home. Navigating through fragmented systems of care, they had to adapt to the different traditions and procedures. Despite lack of information and participation in the process, they were thankful and humble to the systems of care they were part of. Although they underestimated the subject, their humility also encompassed rejecting own needs. To promote a healthy transition, we advocate a person-oriented approach focusing on the older person's individual needs and preferences. This means that care must be considered in the perspectives of the older person's biographical as well as medical history, and of the complexity of the situation.
Limitations and Strengths of the Study
The participants in this study were mainly women, and three participants had to withdraw because of worsening illness. These factors may have limited the variations in the data. Although the participants' ability to express and describe their experiences varied, extensive interviews were conducted. This resulted in descriptions that add insight into a theme that is significant to health professionals, their relations to patients and to each other within and across practice fields. These insights may contribute to improving the quality of care for older patients in transition.
